In general, an abnormal growth rate suggests that a significant problem may be present and is an indication for carrying out diagnostic studies.
On the other hand, a normal growth rate is reassuring to the patient, parents, and physician and suggests that extensive diagnostic studies can be postponed or need not be pursued.
The definition of normal growth velocity varies with age and sex. For practical purposes, a growth rate below 5 cm/yr in both boys and girls between 5 years of age and the beginning of rapid adolescent growth is subnormal.
Because younger children normally grow more rapidly, the lower limit of normal for height velocity must be raised with decreasing age. A growth rate between birth and 6 months of age below 16 cm in girls and 17 cm in boys should be evaluated.
Between 6 to 12 months, both boys and girls should grow at least 8 cm. A growth rate between 1 and 2 years of age below 11 cm for girls and 10 cm for boys is less than expected for this age. Between 2 to 5 years of age both boys and girls should grow 6 cm/yr.
The determination of body proportions provides additional useful clinical information. The proportions that have been most widely used are the ratio of upper body segment to lower body segment and the relationship between arm span and height.
The average measurements for these two proportions as a function of age and sex are shown in Table  1 . The lower segment is the distance from the top of the symphysis pubis to the heel, with the ankle at 90 degrees.
In Thirty-four patients aged 2#{189} to 1 7 years with short stature of undetermined cause and no gastrointestinal symptoms underwent jejunal biopsy for exclusion of coeliac disease. Eight patients had subtotal or severe partial villous atrophy; seven of these showed a significant acceleration in growth velocity after the introduction of a gluten-free diet. The authors conclude that short stature by itself, in the complete absence of gastrointestinal symptoms, is an indication for jejunal biopsy, particularly if bone age is delayed by more than four years and/or there are associated hematologic abnormalities.
Comment:
In this study 21 % of children with short stature, in whom dysmorphic or primary endocrinopathy had been ruled out, proved to have coeliac disease. It is well known that some patients with coeliac disease may have only short stature and failure to thrive; however, most do have gastrointestinal manifestations such as abdominal distention, abdominal distress, or foul-smelling stools. What is surprising is that such a large percentage of this group of 34 patients had coeliac disease. This may be a reflection of the fact that the study was carried out in England, where coeliac disease is probably more common than in the United States. Despite the fact that coeliac disease is less commonly diagnosed in this country than it previously had been, physicians must maintain a high index of suspicion. Screening tests are unreliable and when the diagnosis is suspected, jejunal biopsy should be performed. Blind trials of a gluten-free diet frequently cause confusion and should be avoided. Patients who are true coeliacs should be on a strict gluten-free diet for life. 
